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INITIAL COMMENTS

This visit was for one Federal
hospital complaint investigation.

Complaint Number:
IN00153167
Unsubstantiated: lack of sufficient evidence.

Date: 8/25/14

Facility Number: 012130

Surveyor: Jacqueline Brown, R.N., Public Health

Nurse Surveyor

Rivercrest Specialty Hospital is in compliance
with 42 CFR 482.12(a), Medical staff, 42 CFR
482.23, Nursing services, and 42 CFR 482.43,
Discharge Planning, Medicare Conditions of
Participation.
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
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